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Available online 13 March 2014AbstractBackground: Workplace violence against health care workers (HCWs) in hospitals, particularly those who work in emergency departments
(EDs), is a serious and complex occupational hazard. Although many interventions have been suggested to address the problems of workplace
violence, no study has investigated the need for improvement in the management of workplace violence from the perspective of HCWs in EDs,
or developed feasible solutions to address the specific situation in Taiwan.
Objectives: This study investigates the need for workplace improvement and provides potential solutions to minimize the risk of violence against
HCWs in Taiwanese EDs.
Methods: A cross-sectional study was conducted in Taiwanese EDs from April 2012 to July 2012. Focus group discussions and in-depth in-
terviews were used for data collection. Thematic analysis was used for the data analysis.
Results: Concerns about workplace violence from patients and their family members can probably be attributed to problems in the design of the
physical environment in EDs and dissatisfaction with current workplace violence interventions. Necessary improvements in workplace violence
management in Taiwanese EDs include establishing clear policies and procedures for hospitals and HCWs, enhancing HCWs’ knowledge and
skills in risk assessment and self-defense through regular education and training programs, providing necessary and prompt assistance for
HCWs, and strengthening security features in workplaces. Potential solutions are suggested in terms of establishing relevant policies, creating
supportive environments, developing personal skills, strengthening community action, and reorienting health services.
Conclusion: This study investigated the need for improvement in the management of workplace violence in Taiwanese EDs. It provides sug-
gestions for integrated and comprehensive approaches to assist hospital managers, policy makers, and occupational health and safety practi-
tioners in developing further effective programs to minimize the risk of workplace violence.
Copyright  2014, Taiwan Society of Emergency Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
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The National Institute for Occupational Safety and Health
in the USA defines workplace violence as “violent acts
including physical assaults and threats of assaults directed
toward persons at work or on duty”.1 Workplace violence* Corresponding author. Griffith University, 170 Kessels Road, Nathan,
Brisbane, QLD 4111, Australia.
E-mail address: lly_1106@yahoo.com.tw (L.-Y. Lin).
2211-5587/$ - see front matter Copyright  2014, Taiwan Society of Emergency
http://dx.doi.org/10.1016/j.jacme.2013.11.001towards health care practitioners is a serious and complex
occupational hazard.
The risk factors for workplace violence are complex and
interrelated. Studies have found that long waiting times, poor
communication, excessive workloads, and clients who have
mental disorders or are under the influence of alcohol or drugs
are common factors triggering all types of violence against
health care workers (HCWs) in emergency departments
(EDs).2,3 An American study by Spector et al4 found that
experience with violence and the perception of workplaceMedicine. Published by Elsevier Taiwan LLC. All rights reserved.
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organizational climate regarding safety. Although it is
acknowledged that patients and their relatives are common
perpetrators of aggressive behaviors against HCWs,5 the de-
terminants of violence range more widely and vary depending
on the characteristics of the workplaces. The National Institute
for Occupational Safety and Health has identified common
workplace risk factors in the hospitals, including poor envi-
ronmental design, inadequate security and staffing levels, and
lack of preventive training and policies, as well as uncom-
fortable or overcrowded workplaces. These can all contribute
to violent events.1 In addition to these organizational and
environmental determinants, certain factors among HCWs,
such as young age, female sex, lack of work experience, and
low education levels, also increase the likelihood of exposure
to workplace violence.6,7
Studies in Taiwan indicate that workplace violence against
HCWs is frequently attributed to mental health or substance
abuse problems in patients that result in difficulty in control-
ling behavior.8,9 Lin and Liu8 also found that inappropriate
communication between patients and medical staff easily lead
to complaints and disputes in clinical practice, which can be
considered another significant risk factor for workplace
violence. Workplace violence in hospitals is difficult to pre-
vent because of complex and unpredictable working condi-
tions. However, the feeling of threat of potential assaults can
have a negative influence on the mental health of staff, as well
as increasing job stress and decreasing quality of life.9
Therefore, the issue of violence against medical staff in hos-
pitals cannot be neglected and should be addressed by effec-
tive interventions.
HCWs in Taiwan are at a severe disadvantage in dealing
with violence at work because of inadequate risk management
in hospitals. Pai and Lee10 found that when violence occurred,
Taiwanese nurses tend to deal with the event by themselves. In
the difficult time after an incident, the main support was
consolation from family or friends. Only a few nurses sought
counseling or help from the organization.10 This finding raises
questions about the efficiency of workplace interventions and
support in hospitals. Although an educational approach has
been suggested to improve staff awareness of workplace
violence,8 the importance of policy making, environmental
control, and organizational support for advanced prevention
and effective control has rarely been discussed in Taiwanese
studies.
In response to a growing threat of violence in hospitals,
interventions have been made to protect HCWs. One study
suggested that practicing self-defense, instructing perpetrators
to stop being violent, and limiting interactions with potential
or known perpetrators can be approaches for programs
designed to reduce the incidence of violence against HCWs.11
In addition, a “STAMP” assessment framework was suggested
for early recognition of signs of aggression in perpetrators.
These measures include Staring and eye contact, Tone and
volume of voice, Anxiety, Mumbling and Pacing, and are used
to identify and avoid risk situations.12 Nevertheless, more
evidence on the clinical application and efficiency of thisassessment framework is required because this was only a
single case study in a public hospital in Australia. Although
educational approaches have been suggested as a key
component in violence prevention, few HCWs reported that
they were trained in aggression management.13,14 Ascertaining
the barriers to program implementation may be the first step in
the design of a successful educational program.
An effective workplace intervention to address multiple
interrelated determinants of workplace violence in hospitals is
essential. A study of workplace violence prevention programs
in hospitals in the state of New Jersey, including regular
training, security and safety assessment, security plan devel-
opment and reporting incidents to authorities within 72 hours
to protect medical staff from workplace violence, was suc-
cessful in reducing the number of violent incidents against
HCWs in EDs.15 Although many international studies have
indicated that EDs in hospitals have a high risk of workplace
violence for HCWs because of the nature of the work and the
specific work environment,16e18 the need for improvement in
workplace violence management among HCWs in Taiwanese
EDs remains unclear.
Over recent years, the Bureau of Health Promotion in
Taiwan has carried out a series of programs to address health
and well-being in the workplace.19 Unfortunately, poor
consideration of the specific needs of health care practitioners
in program design is a significant barrier in developing
effective interventions. With regard to the concept of work-
place health promotion, the Ottawa Charter was an important
milestone towards integrative approaches including establish-
ing relevant policies, creating supportive environments,
developing personal skills, strengthening community action,
and reorienting health services to promoting health.20 Hence,
this study investigates the need for workplace improvement in
order to minimize the risk of violence against HCWs in
Taiwanese EDs. Furthermore, it provides feasible suggestions
to solve these problems in accordance with the essential
strategies advocated by the Ottawa Charter.
2. Methods2.1. Study design and populationHospitals in Taiwan are generally classified as medical
centers (institutions with the top level of health care), regional
hospitals, or district hospitals (the bottom level) according to
the facilities, number of beds, and responsibility for the pro-
vision of health care. Hospitals accredited as district level
hospitals were excluded from this study, because in Taiwan
these hospitals are not required to have an ED. Those that do
have an ED may have incomplete operations, staffing levels,
and health care services, which would influence the results of
the study.
This is a cross-sectional study. Based on the hospital ex-
ecutives’ interests and restricted funding, six hospitals were
randomly selected, two each in northern, central, and southern
Taiwan. To participate in the study, HCWs had to have
completed their probation period, be employed as full-time
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physicians, nurses, pharmacists, technicians, or other profes-
sional support personnel, at the selected hospitals.2.2. Research methods and data collectionA semistructured interview was used to obtain relevant
information about the risks of workplace violence in EDs.
The methods of data collection were in-depth interviews
and focus group discussions. One focus group was set up in
each selected ED. Each group contained from six to 10
HCWs who were either volunteers or were randomly
selected to join the discussions. Moreover, the perspectives
from key managers in EDs were important to enrich the
understanding of the need for improvement of workplace
violence management in Taiwanese EDs. In this study, one
chief and one head nurse were interviewed. All focus group
discussions and interviews were handled by the same
researcher.2.3. Data analysisThematic analysis was used for the data analysis. In addi-
tion to focus group discussions and interviews, this study also
selected a successful example of violence reduction, the se-
curity programs in New Jersey hospital EDs, as a basis for
exploring the need for improving current interventions for
workplace violence in Taiwanese EDs.
3. Results
Participating HCWs recognized that they were vulnerable
to violence because their work requires direct contact with
patients and their family members. Violence, particularly
verbal abuse, was believed to be an inevitable part of the work
and difficult to prevent. The major themes concerning
improvement of workplace violence management that
emerged in the study are detailed below.3.1. Inappropriate design of the physical environmentEmergency HCWs felt that problems in the design of the
physical environment in the ED easily provoked violence. In
the focus groups, there was a serious discussion about the lack
of boundaries in the waiting area to accommodate and assist
family members, as well as the lack of emergency exits for
HCWs to escape assaults.
“There are sometimes too many people in the observation
area, which makes me feel bad. I have to ask primary care-
givers or key decision makers to let only one or two inside.
Actually, the observation area may not be full of patients, but
family members flood the emergency room. I think it is not
very safe” (Focus Group 5).
“I think the emergency room space design is really
important. If we can isolate families, at least we can avoid
family violence and then we can deal with patients more
conveniently” (Focus Group 6).3.2. Dissatisfaction with ED violence interventionsThe current efficiency of violence prevention was generally
questioned by participating HCWs. They were aware of
limited protection from security personnel, whose role was
unclear, and a lack of professional training to inhibit aggres-
sive behavior, as well as slow responses from nearby police
stations.
“Security is outsourced in our hospital. The turnover rate of
security personnel is quite high. We really do not know what
training courses they get” (Focus Group 2).
“The security guards can only get hit instead of you in
violent events. To be honest, their role in an incident is actu-
ally very limited” (Chief in ED).
“A police station is contacted 3e5 minutes after a violent
incident. Before the police arrive, the emergency department is
relatively powerless to deal with an assault. Often, our phy-
sicians and nurses have to deal with it themselves. This is very
worrying for us” (Focus Group 1).
These quotations indicate that existing workplace in-
terventions in violence are inadequate. In this regard, partici-
pating HCWs expressed that they wanted powerful measures
for intervention, as they were sick of violence.
“There was an incident in which a patient assaulted a
doctor, and the doctor laid a complaint against this patient.
But the doctor later dropped the accusation. I felt so angry
about that. Why just let it go? The perpetrator must be given a
lesson or these things will always happen”. (Head nurse in
ED.)
“I think if we can take patients to court, it would be a
deterrent. The media report extensively on violence in EDs. If
anyone is fined or punished for their actions, I think it would
be a good way to protect us” (Focus Group 4).
It is not surprising that these interventions are unsatisfac-
tory. As previously mentioned, guidelines for ED violence
prevention have been suggested by the Taiwan Hospital As-
sociation. However these guidelines are not compulsory, so
hospitals may not integrate them into their overall security
programs. Although the majority of selected hospitals had
commenced developing workplace interventions to minimize
violent events in EDs, certain deficiencies described by
participating HCWs suggest the need for improving contem-
porary workplace interventions.3.3. A comparison of ED workplace violence prevention
in New Jersey and Taiwan hospitalsIn 1996, New Jersey began to implement specific guide-
lines from the US federal Occupational Safety and Health
Administration on the establishment of a comprehensive
approach to reduce hospital workplace violence and to provide
a strategy to design and implement an effective security pro-
gram.21 Data for tracking violent events after complying with
the guidelines showed a decrease in the number of partici-
pating hospitals reporting violent events between 1992 and
2001.21 This study selected this successful example of
violence reduction with the security programs in 50 New
Table 1
The summary comparison of emergency department (ED) workplace violence management in New Jersey and Taiwan hospitals.





 To comply with the requirement of
JCAHO accreditation,a written policies
and procedures were made for dealing
with workplace violence including
employee-on-employee violence; patient
or visitor violence against employees;
and violence against patients.
 Some hospitals even have specific
written policies and procedures to address
the specific situations of violence in EDs.
 Zero tolerance policies were the most
common type of specific policy in hospitals.
 The Taiwan Hospital Association
made recommended guidelines for
ED violence prevention for hospitals.
 Some EDs have a written procedure
for workplace violence management.
➢ Programs of workplace
violence management need
to be included in the
requirements of hospital
accreditation to ensure that
violence prevention and
management can be truly
implemented in hospitals.
➢ Workplace violence
programs need to have
clear written documents
for staff to follow.
➢ Unit-specific violence
prevention programs may




 Programs include lectures and skill-based
learning for new personnel and recurring
training in EDs. These programs are often
conducted by Nurse Managers, Nurse
Educators, or Security personnel.
 The most frequent topics include verbal
methods to defuse aggressive behavior,
obtaining a history from a patient with violent
behavior, self-defense if preventive action does
not work, and characteristics of aggressive and
violent patients and victims.
 Some hospitals have lectures on
violence management for medical staff.
 In-service education and training
programs are often designed by
nursing departments.
➢ Education and training
programs need to focus on
risk assessment and skill
improvement in self-defense
for emergency health care
workers.
➢ Education and training




 Hospitals provide services to individual staff
who have reported victimization in a violent
event through Employee Health or Employee
Assistance Programs.
 Some hospitals provide unit-specific critical
incident debriefing to review each event and
discuss methods to reduce similar risks.
 Hospitals provide relevant health services
for staff who are victims in a violent event
through the programs of Employee
Work-related Injury.
➢ Hospitals and managers
in EDs need to provide the
necessary assistance actively.
➢ EDs need to provide an
incident debriefing after a
violence event.
Security features  Most EDs have a check-in procedure for visitors.
 Most EDs have isolated areas to keep
aggressive patients.
 Most EDs have security cameras, panic alarms,
or other noise-making devices for security purposes.
 Most EDs have areas where staff could be
isolated from potential perpetrators.
 Most EDs have security personnel.
 Some EDs have isolation rooms to keep
aggressive patients.
 Surveillance cameras are common in EDs.
 The majority of EDs have an emergency
bell to connect with a nearby policy
station for help.
 Security personnel are present in
EDs 24 h/d.
➢ EDs need to set up a
check-in procedure to
stop irrelevant visits.
➢ EDs need to provide
separate areas for patients
to wait or family members
to rest.
a The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) reviews hospital security programs for routine hospital licensure purposes.
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interventions for workplace violence in Taiwanese EDs.
The comparison showed that current interventions for ED
violence in Taiwan are clearly insufficient. Improvements are
needed in safety policies, training programs, health services,
and security features. These needs include establishing clear
policies and procedures for hospitals and HCWs in EDs,
enhancing HCWs’ knowledge and skills in risk assessment
and self-defense through regular education and training pro-
grams, providing necessary and prompt assistance for HCWs
after a violent event, strengthening security features through a
check-in procedure to stop irrelevant visits, and providing
appropriate areas to accommodate patients’ relatives (Table 1).This study found that developing effective interventions to
provide violence-free workplaces for HCWs in Taiwanese EDs
is essential. Potential solutions to address the determinants of
workplace violence in accordance with the five essential
strategies advocated by the Ottawa Charter20 include estab-
lishing relevant policies, creating supportive environments,
developing personal skills, strengthening community action
and reorienting health services (Table 2).
4. Discussion
This study set out with the aim of investigating the need
and potential solutions in addressing workplace violence
Table 2
Strategy suggestions to address the determinants of workplace violence from patients or their family members in EDs.
Determinant analysis Strategy suggestion
Structure 1) There is no clear policy and protocol
related to violence prevention and
management in hospitals.
1.1) Develop a zero tolerance policy with a clear
definition of workplace violence and a procedure of
emergency response to an incident
1.2) Integrate workplace violence into the OHS
reporting system for surveillance of workplace
conditions.
Build healthy policy
2) Security guards in ED have unclear role
and limited function in violence prevention
and management.
2.1) Clarify role and function of security guards in
dissuading violence and protecting HCWs.
2.2) Establish essential training programs to enhance
security personnel’s capability in violence management.
2.3) Provide sufficient and qualified security personnel
in EDs 24 hours per day.
3) There is no policy limiting access to the
ED.
3.1) Make a policy with a clear restriction on visiting
hours and security checks.
Environment 1) The ED environment is uncomfortable
(e.g. crowding, too much noise) and easily
provokes aggressive events.
1.1) Effectively control numbers of people in and out to
reduce the situation of crowding.
1.2) Design waiting rooms to accommodate patients’
relatives.
1.3) Appropriately separate the space between the
patients for the considerations of individual privacy and
the possibility of conflicts.
Create supportive
environments
2) The ED workplace has a high risk of
aggressive behaviors from patients with
mental disorders and substance abuse.
2.1) Arrange appropriate or independent rooms for
patients with mental or substance abuse problems.
2.2) Develop a capable special team to provide medical
care for patients with mental and substance abuse
problems.
3) There is little consideration of emotional
response release (e.g. loss and grief) among
patients or their relatives.
3.1) Provide appropriate counseling service or other
resources to help the family.
4) The function of surveillance for violence
prevention is limited.
4.1) Ensure that surveillance equipment is operated
normally and is located in appropriate places.
4.2) Establish a prompt connection network with the
nearest police stations.
Individual 1) Communications between ED staff and
patients / their family members are
ineffective.
1.1) Provide training programs to improve HCWs’
communication skills.
1.2) Require HCWs to respect the considerations of
patients or their relatives rather than what they think is
“best practice”.
Develop personal skills
2) HCWs have low awareness of the risk of
violence.
2.1) Provide educational programs to assist HCWs to
detect the signs of violence from patients or their
relatives earlier.
3) HCWs lack empathy in treating patients
and their relatives.
3.1) Provide training programs to enhance HCWS’
respect patients’ rights and decisions.
3.2) Provide training programs to increase HCWs’
awareness of any attitude and language that may lead to
patients or their relatives perceiving them as unfriendly.
Culture 1) Verbal violence is not considered a
serious event.
1.1) Develop a common consensus that any type of
violence toward HCWs is unacceptable.
Strengthen community
actions
2) Hospitals tend to deal with the violence
with a passive attitude and give poor support
to HCWs.
2.1) Provide a debrief program to review the event and
discuss possible methods to reduce similar risks and
future events.
2.2) Encourage staff to make official reports of any type
of workplace violence.
2.3) Put responsible and qualified personnel in charge of
following up and providing relevant assistance (e.g.
psychological counseling) to HCWs who have
experienced violence.
Health service 1) The provision of health service is not
satisfactory to patients or their relatives.
1.1) Ensure that patients’ health needs can be met
appropriately and in a timely manner.
Reorient health services
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violence from patients and their family members is a threat to
workplace health and safety for HCWs in EDs. Participating
HCWs reported violence from patients and their families,
including physical and verbal assaults, as a primary concern
for occupational exposure. This finding supports previous
research in Iran5 and the USA,22 which found a great preva-
lence of workplace violence against HCWs in EDs. In this
study, many participating HCWs perceived that perpetrators of
violence were under the influence of substance misuse. This
finding seems to be consistent with other research about pa-
tient factors in associated with violent incident in EDs.2 In
addition, inappropriate accommodation of waiting patients or
their relatives was recognized as a risky workplace factor that
may provoke aggressive behavior. This information highlights
the importance of the physical environment in EDs. This is
because the negative quality of the working environment has
adverse impacts on the perceptions with respect to workplace
violence and job satisfaction among HCWs.23
Although concerns about workplace violence from patients
and their family members were significant in EDs, the
meaning and tolerance of violence among HCWs varied ac-
cording to the circumstances of the incidents and character-
istics of the perpetrators. Based on remarks by participating
HCWs, the commitment to professional responsibility is likely
to cause a feeling of powerlessness and difficulty in preventing
violence in the ED. One study explained that violence towards
ED staff is interpreted with: (1) perceived personalization of
the violence; (2) the presence of mitigating factors; and (3) the
reason for the presentation.17 The meanings given to violence
determine the staff’s awareness of potential exposure and ac-
tions taken in response to an incident. Hence, a violence-free
workplace should not be built upon the staff’s tolerance or
their commitment. Effective prevention and management need
to be planned.
Existing workplace interventions are inadequate to address
the problems of ED violence against HCWs. In this study,
issues related to limited protection from security personnel,
the lack of strong policies, and inadequate training programs
in self-defense were often perceived as barriers to effective
violence prevention. It is important to note that a policy of
zero tolerance toward workplace violence in health care set-
tings, which has been adopted in Australia,24 the USA,21 and
the UK25 to protect HCWs, has not been well-developed in
Taiwan. Moreover, comparison with the range of strategies
implemented for risk management of workplace violence in
New Jersey hospitals21 shows there are significant needs to
develop violence control procedures, environmental modifi-
cations, and training programs in self-defense for ED HCWs
in Taiwan.
In conclusion, this study investigated the need for
improvement in the management of workplace violence in
Taiwanese EDs. It also provided suggestions for integrated and
comprehensive approaches to assist hospital managers, policy
makers, and occupational health and safety practitioners to
develop further effective programs to minimize the risk of
workplace violence.Conflicts of interest
The authors have no conflicts of interest related to this study.
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